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',, Revirion: (BPD) W B  NO.: 0938-
AUGUST 1991 

State/Territory kansas 


Citation 4.19 payment
for
Services 


42 CFR 447.252 (a) The medicaid agency meets the requirements of 

1902(a)(l3) 42 CFR Past 447, SubpartC, and sections 

and 1923of 


for hospital 
of the Act with respectto


inpatientservices. 
1902(a)(13) and 1923 

.? the Act 

attachment 4.19-A describes the methods and 
standards usedto determine rates for payment for 
inpatient hospitalservices 

fl 


/x/ 

Inappropriate level of care days are covered 

and are paid under
the State planat lower 

rates than other inpatient hospital services,

reflectingthe level of care actually

received, ina manner cconsistent with section 

1861(v)(l)(G) of the Act. 


Inappropriate level of care days are not 

covered. 


HCFA ID: 7982E 



Sta t e /Te r r i t o ry :  

4 .19(b). 	 Cita t ion  In  
42 CFR 447.201 
42 CFR 447.302 
52 FR 28648 
1902(a)(13) (E)
1903(a) ( 1)  and 
1926 of the Act 

1902(a) (10) and 
1902(a)(30) of 
the  Act 

OMB NO. : 0938-

Kansas 


addition t o  the s e r v i c e s  s p e c i f i e d  i n  
paragraphs4.19(a>, ( d ) ,  (k) , (11, and 
( m ) ,  t h e  Medicaid agency meets t h e  following
requirements: 

(1 )  Sect ion1902(a)(13)(E)  of t he  Act regarding
payment for s e r v i c e s  furnished by Federal ly
q u a l i f i e d  h e a l t h  c e n t e r s  (FQHCs) under 
sec t ion  1905(a) (2)  (C) of t h e  Act. The agency 
meets t h e  requirements of s e c t i o n  6303 of t h e  
State Medicaid Manual ( HCFA-Pub. 45-6)
regard ing  payment for FQHC se rv ices .  
ATTACHMENT 4.19-B describes t h e  met hod of 
payment and how the agency determines the 
reasonable  costs of t h e  s e r v i c e s  ( f o r
example,cost-reports, cost or budget
reviews, o r  sample surveys) . 

(2)  	 Sect ions1902(a) (13) (E)  and 1926 of t h e  Act, 
and42 CFR Part447,Subpart D ,  wi th  respect 
t o  payment for all other types of ambulatory
services  provided by r u r a l  heal th  clinics 
under the plan.  

ATTACHMENT 4.19-B describes t h e  methods and 
standards used for the payment of each of these 
services except  for inpa t i en t  hosp i t a l ,  nu r s ing
f a c i l i t y  services and s e r v i c e s  i n  i n t e r m e d i a t e  care 
facilities for the menta l ly  retarded t h a t  are 
described i n  other attachments.  

SUPPLEMENT 1 t o  ATTACHMENT 4.19-B describes 
genera l  methods and standards used f o r  
e s t a b l i s h i n g  payment for Medicare Part A and B 
deduct ible/coinsurance.  

.OCT 0 4 19E
TNCMS-93-23 Approval Date . E f f e c t i v e  Date Supersedes TNWS-92-08 
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revision 	 XFA-A!l'-80-38 (BP?) -
May 22, 1980 

. . .  State KANSAS 

citation 
42 447.40 4.19 (c) payment is made to reserve a bed duringa recipient's temporary absence from an' 

.. . AT-78-90 inpatient fac i l i ty .  

Yes. The State's policy is 
described in attachment 4.194. 

- .  
. 

.. .. 

... .- .  

. 

. .  

..: 	 . . .  

. i. 



‘Effective  
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I 

Revision: 	 HCFA-PM-87-9 (BERC) 
August 1987 

State: KANSAS 

, 4.19Citation (d) 
42 CFR 447.252 

FR 4747964 
.48 FR 56046 
42 CFR 447.280 
47 FR 31518 
52 FR 28141 

TN NO. MS-87-36 
I Supersedes

TN NO. MS-84-7 

ixi (1) 	 The Medicaid agencymeets the requirements 
of 42 CFR Part 447, Subpart C, with respectto 
paymentsfor skilled nursing and intermediate 
care facility services. 

ATTACHMENT 4.19-D describes themethods 
and standards used to determine rates for 
payment for skilled nursingand intermediate 
care facility services. 

The Medicaid agency provides payment for 
routine skilled nursing facility services 
furnished by a swing-bed hospital. 
-

1-1 

111 

-
1-1 

At the average rate perpatientdaypaid 
to SNFs for routine services furnished 
during the previous calendar year. 

At a rate established by the State,which 
meets the requirements of42 CFR Part 
447,Subpart C, as applicable. 

Notapplicable. The agency does not 
provide payment for SNF services to a 
swing-bed hospital. 

Approval Date 10-24-87 Date 10-1-87 



Medicaid  

Approval  

agency  
facility  intermediate  

Effective  10-24-87  Date  

! 60a 

Revision:HCFA-PM-87-9 
August 1987 

State: 

. 
(Continued) 4.19(d) 	 Citation 

42 CFR 447.252 
through 
42 447.280CFR 

111 

TN NO. MS-87-36 

(BERC) 

KANSAS 

(3) 	 The provides payment for 
routine careservices 
furnished by a swing-bed hospital. 

fl 

1-1 

-
1-1 

At the averagerateper patient day paid 
to ICFs, other ICFsfor the mentally 
retarded, for routine servicesfurnished 
during the previous calendar year. 

AtarateestablishedbytheState,which 
meets the requirements of 42 CFR Part 
447, Subpart C, as applicable. 

Notapplicable. The agency does not 
provide paymentfor ICF servicesto a 
swing-bed hospital. 

(4)Section4.19(d)(l) of thisplan is not applicable 
with respectto intermediate care facility 
services; such services are not provided under 
this State plan. 

Supersedes -87Date10-1 
TN NO. MS-84-7 
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.: . -

.. 
. .  C icitation ".. 4 . 1 9  (e) The medicaid agency meets all requirements 

42 447.45 (c)  '..%., of 42 CFR 447.45 for timely payment of 
ID-79-50 C l a i m s .  

attachment 4.19-E specif ies ,  for each 
type of service, the defini t ion of a 
claim for purposes of meeting these . . requirements.
.. .. . . 

. .  

..

\
\
\.. . 



...Revision:  

b2 


HCFA-PM-87-4 (BERC) OHB NO.: 0938-0193 
march 1987 

State/Territory: Kansas 

Citation 4.19 ( f )  The Medicaid agency limitsparticipation to 
- 42 CFR 447.15 providerswho meet the requirements of 
AT-78-90 42 CFR 447.15. 
AT-80-34 

" 48 FR 5730 No providerparticipating ,mayunder this plan deny 

services to any individual eligible under
the plan 
on account of the individual's inability to paya 
cost sharing amount imposed by the plan in 
accordance with 42 CFR 431,55(g) and 447.53. This 
service guarantee does notapply to an individual 

who is able to pay, nor does
an individual's 

inability topay eliminate his
or  her liability for 
the cost sharing change. 

. .  	TI NO. MS-87-22 
Supersedes Approval Date DateEffective ?4/$,7
TN NO. MS-83-27 


. .  

HCFA ID: 101OP/0012P 
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1 

revision EF'A-IV-80-38 ( w j  
my 22, 1980 

s ta te  KANSAS 
.. . 
:.. c i t a t i o n  

42 G3 447.201 4.19(g) The Medimid agency assures appropriate 
. . .  audit of records when payment is based on 
. .. 	 42 CFR 447.202 casts of services or on a fee plus

AT-78-90 cost of materials ids. 
3d.a 

. ... . a : .  

. .  ... 

. .... . .. ... ..... . 

. .  

. .  ... ... .. ....I. .. .,-% 
..::.:I .......:........c. .... 

_.. 

.-I 
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. Revision: HCFA-AF80-60 (RPP) 
\ August 12, 1980 
I 

State 

Citation 4.19 (h)  The Medicaidagency m e e t s  the requirements 
42 CFR 447.201 of 42 CFR 447.203 for documentation and 
42 CFR 447.203 aavailablity of payment rates. 
AT-78-90 



. .  

* t  
... 
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revision 	 liCF'A-W-80-38 (B=') 
May 22, 1980 

State kansas 

citation t a t i m  4.19(i) The Medicaid agency's payments are 
42 E??447.201 sufficient to enlist enough providers sa 
42 G I  447.204 that services under t h e  plan a r e  
AT-78-90 	 available to recipients a t  least to the 

extent that those services are available to  
the general population. 


